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The staff and commissioners of the Christian 


x4 Medical Commission wish all of you a blessed and 
happy holiday season as we celebrate the birth of 
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Jesus Christ. It is also our hope that 1982 will be a * 
year of peace and fulfilment for you. 


EDITOR’S NOTE 


Worldwide attention will be directed during 
1982 to the needs and lives of aging persons. 
All of us will be challenged to recognize the 
situation that many of our old citizens face 
every day in many parts of the world: relative 
isolation, loneliness, exclusion from meaningful 
contacts, exclusion from productive or gainful 
activities, no longer respected participants in the 
family circle, not understood by the younger 
generation — all situations which only contribute 
to a decline in mental, emotional and physical 
health. Much as we did during this past year 
with regard to the lives of disabled persons, we 
will be searching for those ways in which aging 
people can be enabled to enjoy full participation 
in their own lives, for those ways in which we 
can shape new social structures that include 
them. They are often struggling, with little 
power of their own, for liberation from iso- 
lation, for a new form of justice for themselves. 


The World Council of Churches (WCC) is pre- 
paring its own programme to respond to this 


challenge, and many of the churches are well 
along in developing actions and study efforts. 
We will try to bring additional material to our 
readers from time to time during the coming 
year. 


The World Health Organization (WHO) has also 
directed attention to this concern by declaring 
World Health Day 1982, to be observed on 
7 April, as a day devoted to the health of the 
elderly people in our societies. The theme for 
that day will be: ADD LIFE TO YEARS. WHO 
will be preparing documentation and a com- 
munication effort directed to this day. It is also 
largely responsible for preparations for the 
World Assembly on Aging which is to be con- 
vened by the United Nations in Vienna from 
26 July to 6 August 1982. 


The articles in this issue of CONTACT are a 
contribution to consideration of these con- 
cerns. 


CHANGING ATTITUDES AMONG AGING AMERICANS 


by John A. Murdock* 


This paper is based upon objective findings of 
social research that has gone.on in the United 
States over the last several decades. Although it 
may not be in agreement with the attitudes of 
any particular American, it does reflect the 
overall attitudes of aging Americans and it is 
about people who live in the United States. 
Since that nation has had lots of old people 
for some time, a good volume of research has 
been done. The same thing is true of some 
other industrialized nations. But now that both 
rich and poor nations have aging populations 
with growth in both relative and absolute num- 
bers of older people, we may look forward to 
more information on older people from all parts 
of the world. 


The first thing to be said about older Americans 
is that they are part of a well-defined group — 
the retired persons. The ages of entrance into 
the group, retirement provisions for them and 
removal from the workforce are known. The 
arrangements are not necessarily good, but 
they are rather clear. What is not clear is what 
roles those persons should have in activity, in 
the family and in society. And when roles are 
not clear, status suffers. Both of these factors 
affect attitudes. 


To begin, a brief word about the economic 
conditions of these people. During this cen- 
tury, the United States has introduced its older 
people into a cash economy by regularly plac- 
ing cash into their hands (through pensions 
and social security benefits) without regard to 
their control or production of commodities. 
Nonetheless, many older Americans become 
poor because of retirement. The average re- 
tired family lives on half of what it had before 
retirement. The aged group is the fastest grow- 
ing poverty group in the nation. 


* Associate General Secretary, Health and Welfare Ministries, 
The United Methodist Church, New York; and member of the 
Executive Committee of the Christian Medical Commission. 


But, at the same time, the family headed by a 
person 65 years of age or older is only 7% 
below average national family income. The 
group has a higher average income than the 
group 25 years and under and the group 
35-44 years. They are also being recognized 
by advertisers as an economically important 


group. 


There are 22 million of those older human 
beings in the United States 65 years of age and 
older, 10 million who are 73 years of age and 
older, 1 million who are 85 and above, and 
106,000 who are 100 years or older, by the 1970 
census. Each of those figures will have increa- 
sed in the 1980 census. Of 100 persons at age 
65, 59 were women and 41 were men in 1970. A 
baby boy born today has a life expectancy of 
about 67 years, a baby girl 74 years. 


What physical effects does aging bring about? 
This is an appropriate question since older 
people are often regarded as frail, sick and 
incompetent. Recognition of, and response to, 
stimulus slows after age 40. By the time some- 
one reaches age 80, recognition and response 
time are back to the levels where they were at 
9-10 years of age. But there is little loss of 
learning capacity, especially up to about age 65 
or so. Even then, it may be due more to loss of 
learning strategies because the person has 
been out of school so long. In healthy persons 
up to about age 65, the educational level of 
that person is more determinative of learning 
ability than is the person’s chronological age. 


What do those 22 million people want out of 
life now that they have entered a new stage of 
life? A few years ago, the Institute of Geron- 
tology of lowa State University published their 
research on the “needs and drives” of older 
people. It reveals something of attitudes. The 
list indicates that older people have a need: 


1. to render some socially beneficial service, 
2. to be considered a part of the community, 
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. to occupy increased leisure hours in 

satisfying ways, 

to enjoy normal relationships, 

. for recognition as an individual, 

. for opportunity for self-expression and a 

sense of achievement, 

. for health protection and care, 

. for suitable mental stimulation, 

. for suitable living arrangements and fam- 
ily relationships, and 

10. for spiritual satisfaction. 
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The list is remarkable for the absence of ma- 
terial or financial considerations. The change in 
employment relationships or the general econ- 
omic change brought by retirement seems to 
be responsible for certain specific attitude 
changes: a move from tangibie economic 
values to intangible social values; a change 
from individual to group values; a change from 
acquisition of goods to seeking of fulfilment; a 
change from enjoyment of clear roles and func- 
tions to a desire and hope for new clear roles 
and functions. 


Younger people seem to change their attitudes 
towards older people as they watch them move 
past age 65 and into retirement. This can be 
seen in the types of behaviour which are 
“approved” for older people. Younger Amer- 
icans expect their elders to “act their age”, and 
not insist on middle-age or young behaviour 
patterns such as continuing to hold on to 
employment, being enrolled in certain types of 
schools such as medical schools, rearing chil- 
dren, being conspicuously sexually active, or 
wearing clothes and using language identified 
with younger people. They also expect their 
elders not to behave “immorally”, such as 
spending time in a bar, or getting involved in 
non-marital sexual behaviour. 


Those are some expectations by older people 
and some expectations directed towards older 
people. What are the factors influencing these 
changes in attitudes that come with aging? 
Many of them are related to economics, per- 
sonal activities and personal relationships. It 
will be useful to consider these factors in re- 
lation to changing attitudes towards health, 
towards death and towards religion, as well as 
how those factors can affect and influence 
change in the self-concept that happens with 


aging. 


With advancing age, many people tend to dev- 
elop a negative attitude towards themselves as 
“older people” and towards other older people. 
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One question that arises from that observation 
concerns the age at which people begin to 
think of themselves as “old”. In one study, 
most people were found to retain a “middle- 
age” self-identity at least until about 70 years of 
age. 


In order to be able to understand an old 
person’s social adjustment to problems, those 
problems need to be seen from the viewpoint 
of that person. Those older people who suffer 
most from aging appear to be those who 
regard themselves as being very old, in bad 
health, a burden to others, and as being isola- 
ted. The point is not that the observations are 
correct or incorrect, but that they are thought 
to be accurate by the person who is looking at 
the world and himself or herself in such a way. 


The effect of economic factors is demonstrated 
by certain studies that have shown that, when 
older people with negative attitudes towards 
themselves are able to move into a better en- 
vironment with greater security, self-attitudes 
improve. Furthermore, it has been found that 
old people who are very poor express more 
negative positions towards their own age 
group, more than affluent older persons do. 


Another influence on changing attitudes is the 
level of activities and involvement which is 
sustained by an older person. There are two 
views held by aging people which are being used 
by researchers in the United States and other 
countries. One theory holds that aging pro- 
duces progressive disengagement (becoming 
less involved), and that in old age the dis- 
engaged person has a sense of psychological 
well-being because of the disengagement. The 
other theory holds that, especially in industri- 
alized societies, retirement offers the opport- 
unity to choose new roles. Several researchers 
have found life satisfaction positively related to 
social interaction or activity of older persons. 
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Changing Attitudes towards Health 


Attitudes towards health change as people get 
older. When asked about fears of possible 
future chronic illness, only 15% of the elderly 
persons in one study showed much concern, 
and 50% expressed no concern at all. Those 
persons who expressed no fear were those 
who had a supportive family life, who were re- 
ligious, who lived in a stable environment, who 
had adequate financial resources and who 
were in relative good health. 


There is not only a lack of fear about future 
health situations among many older people, 
but there is also a good deal of optimism about 
their health. The greatest amount of optimism 
is associated with having come from higher 
status occupations, being relatively active, 
especially in non-interpersonal activities, being 
male, and maintaining the major lifetime work 
roles. That reference to non-interpersonal 
activities is important, because many views of 
health improve after retirement. The improve- 
ment seems to come because retired persons 
tend to have a reduced number of interpersonal 
activities, and those activities imply that some- 
one else is evaluating one’s competence. 
Evaluation of competence by someone else is 
found to be related to pessimism about health. 


One more general observation about health 
attitudes can be made. Changes in a person's 
health which do not force changes in that per- 
son’s activities have little effect upon attitudes. 


While many younger Americans seem to think 
that everyone who is old is in bad health, the 
fact is that there are many old persons who, in 
situations of relative economic security, family 
support, and a secure status, do not think 
much about sickness at all. 


Changing Attitudes towards Death 


Old people and young people in the United 
States— grandparents and their grandchil- 
dren—have very similar sets of attitudes. 
These two age groups are closer in their atti- 
tudes than are different racial groups or dif- 
ferent religious groups. But it is interesting to 
notice that they differ on what they fear. The 
young tend to fear death most, but the old tend 
to fear economic insecurity. 


Death seems to have an important conceptual 
place in everyone’s life. It may be looked at as 
much more than just the end point of life, 


because throughts or concern about death 
influence even the attitude towards life. It has 
been found that religious persons tend to think 
more about death than do those who think that 
death is the end of everything. Those people 
who expressed no fear of death are usually 
those who do more Bible reading, have more 
belief in later life, have more religious connota- 
tions for death, and have fewer feelings of 
rejection and depression. They also tend to be 
more involved in leisure activities. But it should 
not be assumed that the role of religion is 
everything in shaping a view of death. Re- 
ligious activities and commitments are very 
important to a view of death but depression, 
intelligence level and socio-economic status 
also play a major role in determining how 
someone views. the approach of death. 


When there are extreme cases of fear of death 
among some older people, it seems to be 
strongly related to feelings of isolation and lone- 
liness. Many older people apparently go 
through a process of looking backward and for- 
ward in their lives at the same time. The ex- 
perience can lead to personality reorganization. 
In its better forms, it can produce mild nostalgia 
and even mild regret, but in its more negative 
and disorganizing forms, it can involve anxiety, 
guilt, despair and depression. 


While some generalizations can be made con- 
cerning changing attitudes towards death as 
people get older, it has also been observed that 
views of death tend to be highly individualized, 
even in narrowly defined cultural groups. It 
appears that a person’s age has only an indirect 
effect upon how that person thinks of death. 
Distance from death—the view of how far 
away death still is—seems to have a lot more 
to do with someone’s perception of her or his 
own health than does actual age after the age 
of 70. One group of older people who had been 
hospitalized because of health problems said 
that they feared idleness and uselessness much 
more than they feared death itself. 


Changing Attitudes towards Religion 


How do attitudes towards religion change with 
advancing age? Various studies show the 
increasing importance of religion as people 
reach retirement years. But the nature of the 
change is very interesting. While ritualistic 
practices outside of the home diminish with 
age, private religious attitudes and practices 
apparently increase among those persons who 
are religious. Engaging in religious activity 
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becomes more difficult in old age, but “inner 
religion” does not become more difficult. As 
persons move into very old age, there is a 
greater focus on the inner life that accompanies 
a growing rejection of outside stimuli, accord- 
ing to some researchers. At the same time, it 
seems that these changes do not necessarily 
cause unhappiness. 


The emphasis on “inner religion” can be seen 
particularly among those older persons with 
mild disabilities. They have different behaviour 
patterns than those older people with no dis- 
abilities. The person with mild disabilities will 
tend to have more days in bed, fewer contacts 
with close friends, will engage in fewer activi- 
ties and hobbies, will read less, will be less 
involved in doing housework or _ being 
employed, will have a lower standard of living 
due to lower income, and will be married less 
frequently than the person with no disabilities. 
And with all of this, disabled persons tend to 
hold stronger religious’ beliefs, possibly 
because they are seeking solace and reinforce- 
ment. 


Effects of Activities 
and Economics upon Attitudes 


It seems clear that changes in activities lead to 
changes in attitudes. The more activities a per- 
son engages in, the more satisfaction that per- 
son seems to have. American researchers on 
aging have called those activities, ‘the Amer- 
ican formula for happiness in old age: keep 
active.” 


Of all activites, those with economic results 
seem to be the most important. For instance, it 
seems important for a person to be engaged in 
recreational activities, but being active in a job 
is better in sustaining personal happiness. 
Whether the benefit comes from the money 
which is earned, from the function which is 
performed or the satisfaction of productive 
involvement is not known yet. This economic 
factor and its influence on attitudes all through- 
out life is very strong. In many cases, this 
influence seems stronger than religious affili- 
ation or other factors. 


To sum up, it is clear that attitudes do change 
in one direction or another with aging, and 
there are a variety of factors which influence 
those changes. But how much change really 
takes place, and how much does it affect the 
lives of older persons? Certain observations can 
be made: 


1. The patterns of living tend to be sustained 
over the years. Patterns established by the 
middle years usually persist into the last 
years of life. In most cases, a person at 
75 years of age is not substantially different 
from what that same person was at 35 years 
of age as far as attitudes and types of activi- 
ties are concerned. 


2. Changes that come with aging do not 
necessarily cause unhappiness. 


3. Aging is not a great leveller until very late in 
life. People do not become more and more © 
alike just because they are getting older. 
There is even some evidence that older 
people are /ess conformist than younger 
people. 


4. The changes that do take place with aging 
do not necessarily signal a deterioration of 
life. In some cases, they may actually reflect 
a better organization of one’s life and a re- 
duction of fear. 


The observations that | have made are based 
upon research that is being carried on in the 
United States. In the coming years, we can 
expect similar research in developing countries 
where the relative and absolute numbers of 
older people are rapidly increasing. 


Studies of this sort are certainly needed to help 
all of our societies provide adequately for the 
meaningful participation of aging persons in 
their older years. Their contributions cannot be 
made if they are pushed off to the side and 
allowed to drift into isolation. 


This basic message is being declared by the 
World Health Organization as well, and can be 
seen in the theme for the 1982 World Health 
Day (April 7): “Add Life to Years”. 


THE ELDERLY: STILL CONTRIBUTING 


by Malcolm S. Adiseshiah* 


The role of the elderly in the workforce is con- 
ceived differently by developed and developing 
countries. In France, for instance, it is the 
policy of the new administration to stimulate 
production and combat unemployment through 
cutting back the working week to 35 hours and 
reducing the retirement age for men to 60 and 
for women to 55. 


Although 1980 estimates put the total work 
force in the developing countries at 1925 mil- 
lions, only 10% are employed for or by industry 
—compared to almost all the work force so 
employed in industrialized countries. In the 
developing world, 90% are self-employed in 
agriculture and the cottage industries. This 
means that 90% of the workforce are able to 
remain employed as long as they want to and 
have to. Indeed, the skills of the elderly, as 
reflected in their wages, are rated higher than 
those of younger workers. There is no problem 
of overemployment— on the contrary, studies 
show that Indian agriculture, with a little more 
capital, can absorb twice the labour now 
employed. 


@ For those employed in industry, the age of re- 


tirement is early, to make way for others — some 
30 million youths wait their turn, and another 
100 million will join the lines by the year 2000. 
They represent an impressive potential pro- 
duction force which the developing countries 
should use to increase their GNP. However, 
the dilemma is that most of the retired are at 
the top of their faculties and skills. 


Development as the fight for equity 


By remaining productive, the elderly contribute 
to a reduction of poverty. The problem, how- 


* Madras Institute of Development Studies, Madras, India. 
WHO background document WHD. 82/5. 


ever, is not simply poverty, but inequity, for 
only a minority live comfortably. UN and World 
Bank studies show that in the nonsocialist, 
developing countries 84% of the total popu- 
lation, or 1.5 billion, live in poverty — and this 
number increases by 24 million every year— 
while 16% live in luxury, getting richer yearly 
by 0.05%. The green revolution, to take one 
example, benefits only 20% of farmers, those 
with large and medium farms; credit favours 
them; education tilts towards the children of 
20% of society; health, which is urban, and 
hospital-based, neglects the rural majority. In 
summary, the benefits of the production 
increases only accrue to the well-to-do min- 
ority. 


Hence, the problem of the elderly in these 
societies is the problem of the exploited, unor- 
ganized, poor, and the fight against the root 
cause of their poverty is the fight against the 
inequalities and inequities which characterize 
these societies. It is in their interest, therefore, 
for the poor majority to organize themselves. 
And in this organization of the poor by the 
poor, the elderly among them—by reason of 
their experience, social status and knowledge — 
have a key role to play. It is here that the elderly 
poor, who are the vast majority of the elderly, 
should lead in the fight against inequality and 
for justice. 


Developement 
as the conservation of values 


The elderly in these societies must learn to see 
development in a broad context as a means of 
conserving and transmitting values which 
make life human. To that task, they bring two 
unique qualities— memory and experience. 
They are themselves a storehouse of wisdom 
and of standards of ethical conduct. The wise 
old man, whether he be a Brahmin in India, a 
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Mandarin in China, an Iman in Arabic cultures, 
or the wise old man in an African village, tra- 
ditionally practises lifestyles which embody and 
transmit the values of tolerance instead of vain 
disputation, cooperation instead of sterile com- 
petition, concern for others instead of the con- 
trol and power drives. 


In the majority of poor families, the elderly 
carry the main responsibility to children who 
for the most part are denied the opportunity of 
formal schooling. From uncle, grandfather or 
grandmother, children receive the kind of edu- 
cation called learning-through-doing, learning 
which is self-discovered, self-realized and self- 
appropriated. This brings children and adults 
together, supplements and at times, offsets the 
formalism and irrelevance of the _ school 
system, in addition to offering opportunities for 
real participation in mutual education. This 
contribution of the elderly alone—to the edu- 
cation of the young — underscores their value 
to society, and makes urgent that their needs 
for health care, housing and transport be met. 


WCC photo 


THE THIRD AGE—CHALLENGE AND OPPORTUNITIES* 


by Osvaldo Fustinoni** 


Provided they live out a normal lifespan, human 
beings go through a series of three stages from 
birth until death: the first, which is the time of 
progress, development and evolution, is youth; 
the second, which is the time of stabilization 
and equilibrium, is adulthood and maturity; and 
the last is the time of regression, or old age. 


The French gerontologist Huet proposed for 
this last stage the designation “Third Age”, 
and this term soon gained wide currency. 


The Third Age is considered to have its chrono- 
logical beginning at the time commonly laid 
down in most legislative codes for retirement 
from gainful employment, which ranges be- 
tween 60 and 65 years but, in fact, the changes 
characteristic of the Third Age already start to 
become apparent earlier. 


Numerical Importance of Elderly 


When the social history of our century is writ- 
ten, one of the most striking facts will undoubt- 
edly be the numerical importance attained by 
people who are in the Third Age as a proportion 
of the total population. In France, for instance, 
already by 1966, 13.5% of the population were 
over 65 years. In the United States, by 1978 the 
number of people over 65 was more than 20 
million. The same phenomenon can be observed 
in the other Western developed countries. Cal- 
culations of trends indicate that these figures 
will continue to rise. The consequences of this 
explosive increase in the number of elderly, 
which affects not only individuals but their 
societies, poses a growing challenge in various 
spheres. 


Finding solutions to the problems that have 


*Translated from Spanish, WHO background document 
WHD. 82/8. 
**Titular Member of the Argentine National Academy of Medi- 
cine. 


arisen has necessitated in-depth biological, 
psychological, economic, sociological and 
medical studies, and new disciplines have 
emerged to embrace these fields, such as 
gerontology and geriatrics. The former deals 
with the nonmedical aspects of the Third Age 
and the latter with medical and health aspects. 


Since the Third Age is marked by proneness to 
diseases which cast a shadow over this period 
of life, geriatrics has had to concern itself with 
the prevention and treatment of senile com- 
plaints, which differ from those that develop at 
earlier ages in that they affect organisms in 
which physical and functional changes are 
occurring due to the passage of the years. 


But, at the same time, there arise in aging 
populations, alongside the medical problems, 
other difficulties bound up with the social and 
cultural context of the aging process itself — 
such as isolation, loneliness, alienation from 
society, reduction of income (aggravated by 
the universal phenomenon of inflation) and 
unemployment. Those factors often bar people 
in the Third Age from any productive role, 
though their abilities are not yet extinguished. 


In response to this challenge, no uniform 
model of national policy or programme for 
elderly people has yet been found. There are 
even countries which have no organized struc- 
ture for delivering services to them. 


It is true that the wide differences among per- 
sons in the Third Age, living in societies that 
vary greatly in respect of levels of develop- 
ment, educational and economic standards, 
make the adoption of such a uniform model dif- 
ficult. 


Keeping the Aging at Home 


Many of the solutions proposed have had to be 
changed with the passage of time and accumu- 
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lation of experience. Thus, for example, the in- 
itial trend towards setting up institutions such 
as geriatric hospitals and old people’s homes, 
which means segregating people in the Third 
Age, is giving place to other measures aimed at 
keeping persons in their own homes for as long 
as possible, through the setting-up of a whole 
battery of community services and the pro- 
vision of coordinated care in a person’s own 
dwelling. 


The awareness on the part of the United 
Nations of this need to unify and evaluate the 
optimum methods of providing care for people 
in the Third Age, using the experience gathered 


in the different countries, have prompted it to 
sponsor a “World Assembly on Aging” in 1982. 
It affords an excellent opportunity for the adop- 
tion of recommendations, policies or guidelines 
for improving the care which governments 
have to provide to the Third Age. 


This challenge posed by the aging of human 
populations in the present century should lead 
governments to try to increase for their elderly 
citizens the possibilities of attaining, in this last 
phase of life, as many satisfactions as at other 
ages, and to ensure that these final years 
are spent pleasantly, healthily, usefully and 
dynamically. 


ENHANCING OLD AGE: THE ROLE OF NURSING 


by Muriel Skeet* 


Although nursing in its organized form is a 
specific health discipline, it is first and foremost 
a fundamental human activity and one which 
has been practised since time immemorial. 
Basic nursing has its origin in fundamental and 
universal human needs. The primary respons- 
ibility of nursing is to assist people to make the 
most of their own abilities and functions within 
varying states of health and at all stages of their 
lives. This means that the discipline is con- 
cerned with each period of our life-cycle, from 
conception to death. 


Nursing science is an organized body of know- 
ledge, and nursing art is the use of that know- 
ledge for the wellbeing of all people, including 
those adults who happen to have lived longer 
than the rest of us: people in old age. Nursing 
can use its body of knowledge creatively for 
the wellbeing of these old people to enhance 
their lives at every stage—in health, frailty, 
sickness, disability and death. 


One of the most common needs of people in 
old age is for care. Not just being “taken care 
of”, but being “cared for” and being “cared 
about”; care which provides comfort and sup- 
port in times of anxiety, loneliness and help- 
lessness. This includes listening, and then 
intervening appropriately and effectively. This 
care is the primary component of nursing in 
every country of the world. 


Elderly people are vulnerable people. They are 
susceptible to physical and mental deterioration 
and to social crises; frequently, these are inter- 
related. In all settings and in all cultures, nurs- 
ing intervention at crucial moments in the lives 
of old people and their families can lead to 
positive outcomes. Innumerable stresses in 
today’s world play upon every individual at any 
age: how the individual and his family respond 


* Consultant, Health Care of the Elderly, World Health Organ- 
ization, Regional Office for Europe, Copenhagen, Denmark. 
WHO background document WHD. 82/4. 
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to these, the adaptations they are able to 
make, strongly influence their level of health 
and their quality of life. Identified at an early 
stage, many potential health and social prob- 
lems of old age can be controlled or avoided. 
This implies continuous surveillance of the 
elderly at the primary health care level— but 
with sensitive awareness of every person’s 
right to privacy. 


Nursing care includes teaching the elderly per- 
son and his family how to maintain indepen- 
dence. Elderly people, like everyone else, have 
the right to take risks, but they also have the 
right, like everyone else, to a health service 
which supports their efforts to maintain health. 
Help may take many forms from advising on 
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food and medicines to dental care, or supplying 
a piece of equipment or devising strategies that 
can reduce feelings of worthlessness at crises 
such as retirement or bereavement. 


Self-care should not be elevated to the level of 
an ideology, nor should it be seen as an alterna- 
tive to, or a substitute for, informed care pro- 
vided by another. Often, in the lives of aged 
people, there is a thin borderline between self- 
care and self-neglect. This line must be 
watched for and recognized promptly if the 
quality of an old person’s life is to be main- 
tained. 


It is necessary to be realistic about the amount 
of time and support families can give to their 
elderly members; even in developing countries, 
where extended families still exist, not all are 
able to provide the necessary care and com- 
pany. And family patterns are changing. In 
many parts of the world, there is a decided shift 
of younger generations away from villages to 
urban areas. Women, the traditional providers 
of care, are assuming new responsibilities out- 
side the family, while aging of whole popula- 
tions means that inevitably, children of the very 
old are themselves likely to be elderly. Never- 
theless, evidence from all over the world 
demonstrates that the most prompt and con- 
tinuous support of old people comes from their 
relatives. A major objective of the formal nurs- 
ing services should be to support, and not sup- 
plant, this continuing care. Family members 
should know that they may expect to receive 
immediate help, relief and advice when, and 
wherever, they need it. Nursing personnel can 
help the public to understand the physiological, 
social and psychological processes of aging so 
that they are accepted as a normal part of the 
life-cycle. 


Because their contact with the community is 
usually extensive and intimate, nursing person- 
nel have its confidence and are in a strategic 
position to mobilize local resources, to encou- 
rage development of appropriate aids and to 
put scientific information into simple, everyday 
language which will be easily understood, 
accepted and acted upon. 


A network of nursing personnel working at the 
primary health level can perceive, recognize 
and act when an elderly person shows the first 
sign of impairment or difficulty. Appropriate 
nursing intervention may be all that is required, 
but if assessment reveals the need for referral, 
immediate “sign-posting” to the appropriate 
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health service, or organization may prevent 
disability or dysfunction. Where nurses have 
knowledge and experience of both hospital and 
community settings, and enjoy good working 
relationships with members of related disci- 
plines and professions, they are able to 
synthesize the needs of old people and 
synchronize health and social services to 
ensure a continuum of care. In some of the 
more industrialized countries, this may include 
day hospitals, mutual help groups, hot meals 
and club or transport facilities provided by 
either formal agencies or volunteers. 


If the old person does develop a chronic physi- 
cal or mental condition, nursing can help the 
patient and his or her family to help themselves 
for the rest of that elderly individual's life. The 
basic life pattern will remain, but the nurse will 
guide and support to a way of life which 
accommodates illness. She will place emphasis 
on adequacies and abilities rather than upon 
deficiencies and limitations. to help the patient 
remain in command of life in a new situation. 
The nurse discovers the patient's interpretation 
of “a good quality of life’ and sets nursing 
goals to help attain it. 


Reliance upon the family must be selective 
and, if the aged person is alone or removed 
from any living relative or friends, the nurse 
should make arrangements for more intensive 
services from professional or voluntary 
agencies. 


Notwithstanding, for a minority of aged people 
with impairments, transfer to a hospital or an- 
other care institution will be unavoidable. The 
nurse can make sure that the elderly person 
and his/her family or friends are familiar with all 
the options. 


By appreciating the effect of institutionalization 
upon aged individuals displaced from a normal 
environment, the nurse enables them to remain 
in control of personal activities wherever poss- 
ible. The nurse will try, by planning with the 
patient, to ensure that a normal pattern of daily 
living is continued. 


Total nursing services are likely to be needed 
by the aged person’s family and friends during 
and after dying. For the dying person, nursing 
should provide constant human care which can 
make the last weeks of life a valuable experi- 
ence instead of a period of humiliation, depri- 
vation and suffering. While physical symptoms 
of distress may be effectively alleviated by 


nursing, the response to the emotional state of 
a dying person is more difficult. The nurse 
needs to be aware of local customs and ofthe 
social and religious aspects of dying. Nursing 
includes care of the dying person’s family and 
friends, in the form of practical services and 
psychological support. Especially for an aged 
bereaved spouse, the nurse can provide appro- 
priate facilities, care and comfort during the 
period of stress and grief. 


Future Aged People: 


The efficient and effective use now, by all 
countries, of the nursing networks for their 
aged people, could bring far-reaching benefits. 


Nursing personnel are in a strategic position to 
help people, from an early stage, to avoid life- 
style practices that are likely to lead to disease 
or disability in later life, and to develop prac- 
tices which can contribute to a healthy old age. 
In industrialized areas, nurses should be aware 
of the employer’s and employee’s responsi- 
bilities in achieving optimal performance at any 
age and also to prepare for retirement, thereby 
reducing the effects of transition from being 
“employed” to being “retired”. 


Foresight in planning for future old people, and 
the development of a fine sense of timing in 
relation to today’s old people, should be two 
priorities in nursing services everywhere, if the 
world is to achieve life-with-quality in old age. 


CMC Special Report 


From 20-24 March 1981, seventy-three phys- 
icians from twelve countries* gathered in the 
State of Virginia in the United States for the 
First Congress of International Physicians for 
the Prevention of Nuclear War. While not 
actively involved in the congress, the World 
Council of Churches sent a message of support 
to the meeting. That message concluded with 
these words: Through demonstrating the cur- 
rent deleterious effects of the arms race on 
world health, and by showing the likely human 
costs of nuclear war, we trust your congress 
will help protect that most precious of God's 
gifts to the people of the world: life itself. 


Because we believe in the importance of this 
event, the CMC reproduces here the pro- 
ceedings of that congress. 


Proceedings of the First Congress of Inter- 
national Physicians for the Prevention of 
Nuclear War 


Preamble 


Nuclear war would be the ultimate human and 
environmental disaster. 


The immediate and long-term destruction of 
human life and health would be on an unpre- 
cedented scale, threatening the very survival of 
civilization. 


The threat of its occurence is at a dangerous 
level and is steadily increasing. 


Even in the absence of nuclear war, invaluable 
and limited resources are being diverted unpro- 
ductively to the nuclear arms race, leaving 
essential human, social, medical, and econo- 
mic needs unmet. 


For these reasons, physicians in all countries 


* Canada, France, the Federal Republic of Germany, Israel, 
Japan, the Netherlands, Norway, Sierra Leone, the Soviet 
Union, Sweden, the United Kingdom and the United States. 
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must work towards the prevention of nuclear 
war and for the elimination of all nuclear 
weapons. 


Physicians can play a particularly effective role 
because they 


1. are dedicated to the prevention of illness, 
care of the sick and protection of human— 
life; 


2. have special knowledge of the problems of 
medical response in nuclear war; 


3. can work together with their colleagues 
without regard to national boundaries; 


4. are educators who have the opportunity to 
inform themselves, their colleagues in the 
health professions, and the general public. 


The following statements were developed 
by working groups at the First Congress of 
International Physicians for the Prevention of 
Nuclear War, meeting at Airlie, Virginia, 20-24 
March 1981. 


Predictable and Unpredictable Effects of @ 


Nuclear War 


The consequences of the nuclear attack on 
Hiroshima and Nagasaki were disastrous. Yet 
even they do not serve as adequate precedents 
for the amount of death and destruction that 
would follow nuclear warfare today. Given any 
scenario of a massive nuclear strike in present 
conditions, the fate of the inhabitants of those 
two cities would be shared by tens to hundreds 
of millions of people. Even a single one-meg- 
aton nuclear bomb explosion (80 times more 
powerful than that dropped on Hiroshima) over 
an urban area would cause death and injury to 
people on a scale unprecedented in the history 
of mankind and would present any remaining 
medical services with insoluble problems. In 
the event of a major nuclear war there would 
be thousands of such explosions. 


We must distinguish between the immediate 
and the delayed effects of nuclear war. Among 
the immediate effects are mass deaths in the 
first hours, days and weeks after an explosion. 
These are caused by the simultaneous effects 
of blast, heat and large doses of penetrating 
radiation. The number of such deaths would be 
magnified catastrophically by the destruction 
of buildings, by secondary fires, by disruption 
of all life-support systems including electric 
power, communication and_ transportation, 
and by the destruction and contamination of 
the water supply and of foodstocks. 


It is difficult for us, even as physicians, to des- 
cribe adequately the human suffering that 
would ensue. Hundreds of thousands would 
suffer third-degree burns, multiple crushing 
injuries and fractures, haemorrhage, secondary 
infection and combinations of all of these. 
When we contemplate disasters, we often 


@ assume that abundant medical resources and 


personnel will be available. But contemporary 
nuclear war would inevitably destroy hospitals 
and other medical facilities, kill and disable 
most medical personnel and prevent surviving 
physicians from coming to the aid of the injured 
because of widespread radiation dangers. The 
hundreds of thousands of burned and other- 
wise wounded people would not have any 
medical care as we now conceive of it: no 
morphine for pain, no intravenous fluids, no 
emergency surgery, no antibiotics, no 
dressings, no skilled nursing, and little or no 
food or water. The survivors would envy the 
dead. 


It is known from the Japanese experience that 
in the immediate aftermath of an explosion, 
@and for many months thereafter, the survivors 
suffer not only from their physical injuries 
—radiatiation sickness, burns, and _ other 
trauma — but also from profound psychological 
shock caused by their exposure to such over- 
whelming destruction and mass death. 


The problem is social as well as individual. The 
social fabric upon which human existence 
depends would be irreparably damaged. 


Those who did not perish during the initial 
attack would face serious—even lifelong— 
dangers. Many exposed persons -would be at 
increased risk, throughout the remainder of 
their lives, of leukemia and a variety of malig- 
nant tumors. The risk is emotional as well as 
physical. Tens of thousands would live with the 
fear of developing cancer or of transmitting 
genetic defects, for they would understand 


that nuclear weapons, unlike conventional 
weapons, have. memories—long, radioactive 
memories. Children are known to be particul- 
arly susceptible to most of these effects. Ex- 
posure of foetuses would result in the birth of 
children with small head size, mental retar- 
dation, and impaired growth and development. 
Many exposed persons would develop radiation 
cataracts and chromosomal aberrations. 


Delayed radioactive fallout from multiple 
nuclear detonations would render large areas 
of land uninhabitable for prolonged periods of 
time, making it impossible to produce the food 
upon which the survival of whole populations 
would depend. Aside from the severe effects in 
the areas most immediately affected by ex- 
plosion or local fallout, there would occur 
effects from both ground and air bursts 
throughout the world. Fallout would increase 
the incidence of cancers and of genetic defects 
in nations and populations far from the targeted 
areas. These and other effects are difficult to 
quantify, but it is known that they would 
occur. 


The use of nuclear weapons with an aggregate 
yield greatly exceeding that of all the explosions 
(including atomic explosions) in human history 
poses dangers to the entire planet, and to all of 
mankind. Among these are profound disrup- 
tions of the ecological balance — disturbances 
to all living organisms, crops, and the atmos- 
phere, with consequences of a nature and 
magnitude we can only guess at. For example, 
the release into the atmosphere of large quan- 
tities of nitrogen, formed during multiple 
nuclear explosions, could disturb the ozone 
layer of the atmosphere, which protects the 
surface of the earth from the penetrating com- 
ponent of ultraviolet radiation; this would prob- 
ably cause the death of vegetation and animals 
and injury to people. In the magnitude, duration 
and variety of the dangers it poses to biological 
and social survival, nuclear war has no pre- 
cedent in the experience of mankind. The sur- 
vival of civilized life is at stake. 


In one likely and specific scenario that we have 
considered —an all-out nuclear war between 
the United States and the Soviet Union in the 
mid-1980's — it is likely that 


1. The population would be devastated. 
Over 200,000,000 men, women, and children 
would be killed immediately. 
Over 60,000,000 would be injured. 
Among the injured, 
— 30,000,000 would experience radiation 
sickness, 
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— 20,000,000 would experience trauma and 
burns, 

— 10,000,000 would experience trauma, 
burns and radiation sickness. 


2. Medical resources would be incapable of 
coping with those injured by blast, thermal 
energy and radiation. 

—80% of physicians would die. 

— 80% of hospital beds would be destroyed. 

—Stores of blood plasma, antibiotics and 
drugs would be destroyed or severely 
compromised. 

— Food and water would be extensively con- 
taminated. 

— Transportation and communication facil- 
ities would be destroyed. 


3. Civil defence would be unable to alter the 
death and devastation described above to 
any appreciable extent. 


4. The disaster would have continuing con- 
sequences. 

—Food production would be _ profoundly 
altered. 

— Fallout would constitute a continuing 
problem. 

— Survivors with altered immunity, malnu- 
trition, an unsanitary environment and 
severe exposure problems would be sub- 
ject to lethal enteric infections. 


5. A striking increase in leukemia and other 
malignancies would be observed among 
long-term survivors. It would be most severe 
in those who were children at the time of 
exposure. 


6. Profound changes would occur in weather 
caused by particulates and reduction of 
atmospheric ozone with attendant alter- 
ations in man, animal and plant species. 


7. The effect on adjacent countries is incal- 
culable. 


The Role of Physicians in the Post-Attack 
Period 


Considering the known thermal, blast and 
radiation effects of a one-megaton thermo- 
nuclear explosion over an industrial city of 
about four million persons, we know that 
from 200,000 to nearly 500,000 immediate 
deaths would result, with an additional 400,000 
to over 600,000 injured, depending on the 
nature of the attack. 


Instantaneous death would occur as a result of 
temperatures greater than in the sun itself and 
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from immense blast effects. Physical structures 
would be converted into unrecognizable rub- 
ble, and social organization would disintegrate. 
Many injured would die as a consequence of 
huge fires and intense radioactive fallout. 
Neither doctors nor the hospitals in which they 
work would be spared. 


In addition to the dead, there would be the 
injured — some walking with clothes in shreds 
and skin peeling in sheets from burns, some 
trapped in buildings and basements. Many of 
these would die. Many who were rescued 
would not survive the crush injuries, multiple 
fractures or haemorrhages. Others would die in 
days or in weeks from burns, traumatic wounds 
or radiation exposure. 


Many of those injured by a nuclear blast would 
have combinations of burns, extensive lacer- 
ations and sublethal doses of neutron and | 
gamma radiation. Grave psychological trauma 
affecting both physician and patient would fur- 
ther aggravate the already severe problems of 
diagnosis and treatment. These many factors 
complicate the outcome of therapy and would 
critically affect medical decisions about who 
should receive care and who could only be 
allowed to die with such minimal supportive 
measures as might be available. Burn and 
radiation injuries, regardless of other compli- 
cations, would place the greatest strain on 
medical personnel and facilities. From the 
British experience in wartime London, it is 
estimated that the acute treatment of only 
34,000 serious burn cases would require 
170,000 health professionals and 8,000 tons of 
supplies. 


A city struck by a single one-megaton bomb © 


would find its electrical, water and food sup- 
plies totally disrupted. The techniques of 
modern medical care would be seriously com- 
promised, if not entirely halted. Much of the 
essential supply of blood, antibiotics and other 
materials would be destroyed. A target nation, 
however, might cope partially with the con- 
sequences of having one city struck by a single 
nuclear bomb. The surviving doctors and other 
health professionals could respond, supported 
by help from outside the stricken city, but with 
severe limitations. The response would fall 
much below acceptable medical standards. 


In peacetime, the medical care system can 
cope successfully with a very small number of 
the kind of casualties which can be expected in 
huge numbers from the explosion of a single 
nuclear bomb. Successful treatments of exten- 


sive burns, of crushing injuries, of fractures 
and lacerations, of perforating wounds of 
abdomen and thorax, and of sublethal to near- 
lethal doses of radiation all require the full avail- 
ability of modern medical technology and the 
finely developed skills of medical and other 
support personnel. The medical capacity of any 
nation would be severely strained if not for a 
period overwhelmed, by dealing with the 
victims of even a single nuclear bomb. 


Nuclear war, however, is very likely to involve 
more than the appalling destruction from a 
single nuclear bomb, or even a few bombs. 
With more than 50,000 nuclear weapons in 
existing stockpiles we must face the prospect 
of the explosion of hundreds and perhaps thou- 
sands of bombs, many possessing hundreds of 
times the explosive power of those that 
destroyed Hiroshima and Nagasaki. As tens or 
hundreds of cities are simultaneously attacked, 
death and casualties escalate geometrically. 
The fabric of society would disintegrate and the 
medical care system, deprived of the facilities 
developed over the years, would revert to the 
level of earlier centuries. The surviving walking 
wounded, physician and layman alike, could 
only provide what mutual comfort the rem- 
nants of their individual humanity would per- 
mit. The earth would be seared; the skies 
would be heavy with lethal concentrations of 
radioactive particles; and no response to 
medical needs could be expected from medi- 
cine. 


The Social, Economic, and Psychological 
Costs of the Nuclear Arms Race as Related 
to Health Needs 


Preface 


The health of mankind is inseparably connected 
with social, economic, and _ psychological 
strengths. The greatest risk of the arms race to 
health is that it increases the likelihood of 
nuclear war. Even without such a war, precious 
human, social, medical, and economic resour- 
ces are presently diverted unproductively to the 
nuclear arms race, and this diversion adversely 
affects health. 


Social Costs 
Any social undertaking of the magnitude of the 


arms buildup is bound to affect social structure 
and social values, regardless of the bases on 


which that society is built. In particular, activi- 
ties develop which generate further pressure 
for more arms and thus establish a dangerous 
cycle. Moreover, as the scale of arms escalation 
increases relative to the size of the social insti- 
tutions and to the strengths of social values, 
the latter become subverted to, and begin to 
reflect, the same unproductive and impover- 
ishing priorities and values inherent in the 
buildup of arms. 


Economic Costs 


Consideration of economic issues ranges 
beyond the special expertise of physicians. 
However, we believe that these issues cannot 
be completely ignored. The diversion of a major 
portion of the world’s economic resources to 
armaments increases the likelihood of a nuclear 
war that would result in death and disability for 
much of the world’s population. This is the ulti- 
mate health cost of the arms race and would 
devastate economic and social organization. 
The arms buildup weakens the application of 
existing knowledge, technology and resources 
to the prevention and treatment of health prob- 
lems that currently affect large numbers of the 
world’s population. The arms race increasingly 
burdens much of the world’s population 
who live in less developed countries. These 
countries can least afford to use their scarce 
resources for arms and will suffer grave health 
and social consequences in doing so. Of 
greatest importance is that the use of economic 
resources for armaments diminishes develop- 
ment of knowledge, technology and manpower 
that could address global ecological and over- 
population problems. The strains these prob- 
lems place on the world’s limited resources will 
result, if not resolved, in dire health conse- 
quences and, in themselves, increase the likeli- 
hood of a nuclear war. 


Psychological Costs and Effects 


As physicians we can speak about human psy- 
chological responses with confidence based on 
our professional knowledge and experience. 
Nuclear arms have created a new reality for 
humanity with profound and widespread psy- 
chological effects. The consequences of the 
use of nuclear weapons defy human compre- 
hension because of the enormity of their 
destructiveness. This danger grows steadily 
more acute as nuclear weapons production 
continues. Studies indicate, among other 
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effects, that living in this threatening context is 
undermining individual confidence in the pos- 
sibility of a meaningful personal future. Further 
studies are needed of the psychological impact 
of the nuclear arms race upon various groups 
both in societies which possess nuclear 
weapons as well as in those that do not. 


Living with the possibility of imminent annihila- 
tion in a massive nuclear exchange creates an 
unprecedented threat to individual human 
beings. Not only does one have to deal with the 
possibility of one’s own agony or sudden 
death, but one must also confront the potential 
destruction of all that one loves— humanity 
itself — forever. 


We have identified several psychological 
mechanisms which can have short adaptive 
value for the individual in protecting himself 
from such disturbing emotions as terror and 
guilt. At the same time these defence mechan- 
isms increase the likelihood that nuclear war 
will actually occur because they impair the 
realistic perspectives of those who possess 
nuclear arms. This prevents the developments 
and use of measures that could take control of 
the arms race. 


1. Avoidance. The problem is regarded as too 
big to handle, too overwhelming, too techni- 
cal. We leave it to others, to the leaders and the 
experts, to solve. We become numbed and 
turn away. 


2. Drawing upon old ways of thinking. \n the 
face of the terror evoked by an adversary we 
seek security, as humanity has traditionally 
done, through developing ever more dangerous 
weapons in increasing numbers, and from 
spurious notions of strength dominated by 
false concepts of winning and losing. Such 
thought patterns have become outmoded by 
the realities of nuclear weapons. 


3. Fear and impulsivity. The climate of terror 
created by the superpower confrontation 
engenders a vicious cycle of fear and mistrust. 
Fear destroys the capacity for rational thinking 
and adaptive discrimination and promotes 
panic-driven, impulsive actions. Such actions 
provoke fear and similar panic responses in 
adversaries that further escalate the danger of 
conflict. 


4. Perceptual distortion. As a response to 
threat, regression to archaic thinking patterns 
occurs, dividing the world into percepts of total 
goodness and total evil. And adversary comes 
to be perceived as an enemy that is completely 
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evil, a process which impedes the discovery of 
areas of common purpose and reduces the 
ability to deal realistically with actual threat or 
danger from this or other sources. 


5. Dehumanization. \n order to further justify 
our hostility towards the adversary, we deny to 
its leaders and people any human value or 
worthy motives. The distorted perception of 
human beings as inaminate objects tends to 
remove inhibitions against destroying them. 
The impersonality of graphs and pins on 
targets, or charts of megatonnage and throw 
weights, (in fact, the whole obscene jargon of 
the nuclear weapons race) destroys not only 
the appreciation of the humanity of an adver- 
sary, but one’s own humanity as well. 


Concluding Remarks 


War is not an inevitable consequence of human 
nature. War is a result of interacting social, 
economic and political factors; it has been a 
social institution widely used over time to 
manage conflicts. 


To argue that wars have always existed and 
that this social phenomenon cannot be elimin- 
ated ignores history, which has demonstrated a 
human capacity to change institutions and 
practices that are no longer useful or are 
socially destructive. Slavery, cannibalism, 
duelling, and human sacrifice are among the 
practices which the human race has recognized 
to be improper and has abandoned. 


The genocidal nature of nuclear weapons has 


rendered nuclear war obsolete as a viable@® 


means for resolving conflict. Because inter- 
group tensions and conflicts are innate and 
thus inevitable, effective means for conducting 
and resolving conflict are indispensable. 
Human beings have developed and widely used 
such methods as avoidance/ withdrawal, asser- 
tive non-violent behaviour, unilateral initiative 
inviting reciprocation, competitive coexistence, 
negotiation, arbitration, and cooperation. 


Rationality and foresight are unique human 
characteristics which have enabled individuals 
and groups to override primitive responses, to 
anticipate future consequences of behaviour 
and to choose courses of action which offer 
maximal ultimate benefit. 


Wars begin in the mind, but the mind is also 
capable of preventing war. 


What Physicians 
Can Do To Prevent Nuclear War 


Review available information on the medical 
implications of nuclear weapons, nuclear war 
and related subjects. 


Provide information by lectures, publications 
and other means to the medical and related 
professions and to the public on the subject of 
nuclear war. 


Bring to the attention of all concerned with 
public policy the medical implications of 
nuclear weapons. 


Encourage studies of the psychological ob- 
stacles created by the unprecedented destruc- 
tive power of nuclear weapons and the ways 
in which these obstacles prevent realistic 
appraisal of the dangers of nuclear weapons. 


Develop a resource centre for education on the 
dangers of nuclear weapons and nuclear war. 


Inititate discussion to develop an international 
law banning the use of nuclear weapons similar 
to the laws which outlaw the use of chemical 
and biological weapons. 


Seek the cooperation of the medical and re- 
lated professions in all countries for these aims. 


Encourage the formation in all countries of 
groups of physicians and committees within 
established medical societies to pursue the 
aims of education and information on the medi- 
cal effects of nuclear weapons. 


@eEstablish an international organization to coor- 
dinate the activities of the various national 
medical groups working for the prevention of 
nuclear war. 


An Appeal To the Heads of All Govern- 
ments and To the United Nations 


Advances in technology in the 20th century 
have benefited humankind but have also 
created deadly instruments of mass destruc- 
tion. The enormous accumulation of these 
nuclear weapons has made the world less 
secure. A nuclear conflict would ravage life on 
earth. 


We speak as physicians in the interests of the 
people whose health we have vowed to protect. 
The scientific data concerning the medical con- 
sequences of the use of such instruments of 
mass destruction convince us that effective 
medical care of casualties would be impossible. 
We therefore urge that elimination of this 
threat be given the highest priority. No objective 
is more vital than to preserve the conditions 
that make possible the continuation of civilized 
life on earth. 


As physicians, we know that the eradication of 
smallpox, coordinated by the World Health 
Organization, required intense international 
communication, cooperation and dedication. 
Nuclear war is a far greater threat to humanity. 
Continuing discussion among the nuclear 
powers and other countries will be needed to 
achieve an early cessation of the race to pro- 
duce these instruments of mass destruction, to 
prevent their spread and, ultimately, to elimin- 
ate them. 


Respectfully yours, 


Participants in the First Congress 
of International Physicians 
for the Prevention of Nuclear War 


Airlie, Virginia 
23 March 1981 
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